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Sir, Iatrogenic Cushing syndrome secondary to topical application of glucocorticosteroids is a known complication. [1, 2] Neonates and infants are particularly at risk on account of their physiology.
Here, we report a case of 3-month-old child developing iatrogenic Cushing syndrome secondary to topical application of corticosteroids.
A 3-month-old baby boy born of third-degree consanguineous marriage presented to our institute with complaints of generalized swelling of body, increased irritability, skin rash, and decreased oral intake.
According to parents, the patient was alright two-and-half months back when there was appearance of some skin rash on face, scalp, and trunk. For this they consulted a local practitioner of alternative medicine who prescribed them a combination of clobetasol propionate 0.05% and salicylic acid 3% for topical application. The parents were told to keep applying the medication on rash continuously till the rash subsided. The rash used to subside temporarily after application and recur on stopping the drug, so parents continued the medication for 2 months. The parents noticed rapid increase in weight and facial swelling since 1 month. They stopped the topical application 7 days before reporting to us, following which the child's skin lesions had worsened and systemic symptoms had appeared.
The child was born full term by natural vaginal delivery and had no complaints of skin lesions at birth or for 15 days thereafter. Family history for any skin disease was not present. The birth weight of baby was 2.5 kg at the time of birth.
On examination the child was irritable. Weight of the patient at the time of examination was 5.5 kg. Truncal obesity, moon facies, and buffalo hump were apparent on examination. On cutaneous examination, the patient had mild erythema and scaling on entire body. Owing to the excessive weight, the skin folds were exaggerated and had developed maceration. The flexural surfaces were erythematous and erosions were present on flexures such as neck, axillae, and genitocrural folds [ Figure 1 ]. Few satellite pustules were present surrounding the erosions, suggestive of candidal intertrigo [ Figure 2 ]. Scalp scaling suggestive of cradle cap was present. Acneiform eruption and telangiectasias were present on the face.
On the basis of history and clinical examination, a diagnosis of iatrogenic Cushing syndrome secondary to application of topical corticosteroids was ascertained. The
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patient was admitted for evaluation and management in pediatric intensive care unit and was started on supportive management.
Patient's routine investigations were found to be within normal limits. Serum cortisol levels were found to be raised at 20.7 μg/dl (normal value for age -9.075 μg/dl).
[3] Finding of raised value of serum cortisol coupled with history of administration of exogenous corticosteroids supported the diagnosis of iatrogenic Cushing syndrome. Ultrasonography of abdomen was performed to rule out adrenal mass which was found to be normal. Pediatric endocrinology reference was sought in view of possibility of adrenal crisis after sudden stoppage of topical corticosteroids. After endocrinology evaluation the patient was put on systemic hydrocortisone with gradual tapering.
We advised topical luliconazole cream 1% for candidal intertrigo and bland emollient for local application over rest of the body. For cradle cap the patient was given topical beclomethasone dipropionate 0.025% plus clotrimazole 1% solution for 7 days. After tapering the systemic corticosteroids gradually, the patient started to lose weight and then was discharged with scheduled follow-ups.
In infants and children, the use of topical corticosteroids should be judicious. They are more likely to develop the systemic side effects due to percutaneous absorption of topical medication as compared to adults as their body surface area to weight ratio is high and skin has poorly developed barrier function. [4, 5] In our case the parents were applying a combination of corticosteroid and salicylic acid (3%), which may have accounted for increased penetration of drug and maceration in the folds. This produced ideal conditions for candidal growth, which explains candidal intertrigo observed in our case. [5] Another factor to consider is the misuse of topical steroids either alone or in combination by nondermatologists/ practitioners of alternative medicine without ascertaining the diagnosis. In our case it created diagnostic dilemma for treating dermatologists afterwards as the lesions initially worsened after withdrawal of topical corticosteroids. Parents were also not sensitized regarding the possible side effects and appropriate manner of application.
Our case highlights the need to increase the awareness and appropriate education of general public regarding the dermatological problems and need to visit qualified dermatologist for skin problems.
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Porokeratotic Eccrine Ostial and Dermal Duct Nevus and Porokeratotic
Eccrine and Hair Follicle Nevus: Is Nomenclature "Porokeratotic Adnexal Ostial Nevus" More Appropriate?
Sir, Porokeratotic eccrine ostial and dermal duct nevus (PEODDN) is a rare adnexal hamartoma of which only fewer than 70 cases have been reported. [1] Additionally, cases other than PEODDN showing cornoid lamella overlying both eccrine acrosyringia and hair follicles have been also described as porokeratotic eccrine and hair follicle nevus (PEHFN).
A 10-year-old boy presented with asymptomatic papular lesions over medial right palm since birth that have been extending progressively over forearm in a linear fashion [ Figure 1] . He was the first child born to non consanguineous parents after an uneventful gestation and birth. He was immunized to his age and had normal developmental milestones. His other medical history and clinical examination were unremarkable. His 8-year-old brother and other family members were reportedly healthy. Cutaneous examination showed multiple discrete and coalescing at places, pitted comedo-like papules with a central pigmented keratotic plug arranged in a linear pattern over medial half of the palm, wrist, and forearm. Biopsy from a palm lesion showed focal hyperkeratosis and acanthosis, a column of parakeratosis overlying a thin or near absent granular layer, and a cornoid lamella overlying eccrine acrosyringia, suggestive of porokeratotic eccrine ostial and dermal duct nevus [ Figure 2 ]. He did not consult further.
This 20-year-old girl had multiple asymptomatic papular lesions over right foot arranged in a linear pattern. These had been there since early childhood as far as she could remember. They have been progressively extending from toes to ankle [ Figure 3] . She was the first child of non consanguineous parentage born after an uneventful pregnancy. Her other medical history and systemic examination were unremarkable. Other family members were reportedly healthy. Cutaneous examination showed multiple discrete skin-colored papules arranged in a linear pattern and coalescing at places to form plaque over dorsolateral aspect of right foot extending from little toe to lateral malleolus. Biopsy from a lesion showed features of focal hyperkeratosis and acanthosis; granular layer and insignificant parakeratosis overlying pilosebaceous ostia; and dilated, prominent, and tortuous eccrine acrosyringia with normal secretory portion suggestive of PEHFN [ Figure 4 ]. She was prescribed topical salicylic 6% ointment for twice daily application. She did not follow up further.
Clinically, PEODDN presents either as comedo-like papules with central pits and keratotic plugs within or keratotic papules and plaques resembling linear verrucous epidermal nevus involving palmoplantar skin as in our case-1, and/or extremities (mostly unilateral) as in case-2. The lesions over trunk are uncommon. Concurrent seizures, left hemiparesis and scoliosis, deafness and delayed development, hyperthyroidism and polyneuropathy, or breast hypoplasia have been reported rarely. [2] [3] [4] Squamous cell carcinoma and Bowen disease arising within PEODDN too have been documented. [2, 5] It is usually congenital with no defined inheritance pattern but may have onset at early childhood or occasionally late in life without any gender predilection. [3] The pathogenesis of PEODDN has been recently attributed to mutations in gene GJB2.21 Cx26 encoding connexin 26 (Cx26), a gap junction protein in cochlea, cornea, and skin that is also associated with palmoplantar keratoderma, keratitis-ichthyosis-deafness (KID) syndrome, hystrix-like
